Abstract Creating TRAM flap in obese patient is a challenging issue with a hazard of flap ischemia and breast envelope loss or sepsis. In this case we show our experience in doing an interval TRAM flap in markedly obese patient (BMI index 39) in the presence of Desmoid tumor of the anterior abdominal wall on top of previous mesh hernioplasty in the contralateral side of the tumor. Interval TRAM was decided with achieving of a complete vascular delay in the same sitting with skin sparing mastectomy. On doing abdominal ultrasonography for perforator mapping a desmoid tumor was encountered in the contralateral side. The decision was to elevate the flap together with excision of the desmoid tumor with the flap to be sutured in situ at the end of operation and after 5 days to transfer the flap to the mastectomy site. There was no major complications apart from mild wound sepsis of the breast pocket that was controlled medically. According to our proposed aesthetical score, our patient expressed the outcome as good (8/10 points). Pedicled TRAM flap creation in markedly obese patients is hazardous and we recommend this new concept of interval TRAM for this situation. Moreover the presence of desmoid tumor in the rectus sheath is not a contraindication to this flap elevation. The presence of abdominal desmoid tumor is not a contraindication for TRAM flap provided that it can be resected with sparing of perforators on one side of the rectus sheath.
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Background
Desmoid tumor is a rare tumor that constitutes about 3 % of all soft tissue tumors. It is a type of aggressive fibromatosis that invades locally with a tendency for recurrence. However it has no metastatic potential [1, 2] . It can occur in the extremities, deep musculoaponeurosis of the anterior abdominal wall, rectus sheath or intraabdominal (intestinal mesenteric Desmoid) especially in association with familial adenomatous polyposis coli (FAP) [3] . Desmoid tumor (DT) can be sporadic or familial (with FAP) [4] . There is a controversy about the etiology of the sporadic cases but the common incidence in females in the child bearing period with rare occurrence after menopause and the noticeable size increase in pregnancy raised the estrogen growth dependence theory and hence tamoxifen was introduced as a therapeutic option [1] . However a recent larger studies that studied the presence of estrogen receptor and HER2 are not supporting the presence of these receptors among most of patients which make surgical resection with safety margin is the corner stone of treatment [5] . Trauma, irradiation, old scars are common association with abdominal desmoid [3] . We presents a 39 years old lady with a 3 years history of inlay mesh repair of the anterior abdominal wall who presented by a left breast cancer. Abdominal wall desmoid was detected on doing abdominal ultrasonography with duplex for perforator evaluation for a planned TRAM flap.
Case Presentation
This report presents a 39 years old lady who presented by a breast lump in the upper outer quadrant of the left breast that was proven to be malignant after an incisional biopsy taken by a general surgeon. This patient gave a history of inlay mesh repair of the lower abdominal wall mainly on the lower right abdomen (Fig. 1) . After doing the routine investigations and after patient counseling, TRAM flap was decided. Because of being markedly obese (BMI was 39) and because of the marked abdominal belly redundancy, interval inset was decided within the same hospital stay with a first operation including skin sparing mastectomy together with skin and vascular delay of TRAM flap which is to be sutured again in situ (Fig. 2) and after 5 days in the same hospital admission, the deepithelialized TRAM flap was transmitted into the breast envelope after being sure of its vascularity and absence of breast envelope necrosis. On doing abdominal ultrasonography with duplex study for perforator evaluation, there was a surprising well circumscribed lesion of about 10 cm in maximum diameter that was attached to the anterior abdominal wall of the opposite side of the tumor that was consistent with Desmoid tumor (Fig. 1) .
The decision was to excise the Desmoid tumor with safety margin in the same situation with TRAM flap elevation with the flap being based on the ipsilateral perforators (left side).
Method
In the first exploration, skin sparing mastectomy was done. Then the TRAM flap was dissected away from the right anterior abdominal wall with exposure of the Desmoid tumor which was then resected with safety margin that was confirmed with frozen section. The TRAM flap was elevated in the usual manner with complete skin and vascular delay then it was sutured in situ with closure of the mastectomy skin with a simple tube drain (Fig. 2) . After 5 days, the patient was reexplored with definitive TRAM inset after de-epithelialization when being sure of the flap and envelope vascularity and after division of area four. The parietal defect after excision of the Desmoid was closed with a proline mesh.
Results
No major complications were encountered apart from mild breast wound sepsis that was controlled medically. For assessment of the aesthetic outcome we used a simplified scoring system based on subjective patient satisfaction about her reconstructed breast that was expressed as excellent (5 points), good (4 points), satisfactory (3 points), poor (2 points) and very poor (1 point) combined with an objective score based on breast shape, symmetry and symmetry of the nipple areola complex that was made from 1 to 5. We collected the data gathered from both systems to be expressed as excellent (9 to 10 points), good (7 to 8 points), satisfactory (5 to 6 points), poor (3 to 4 points) and very poor (1 to 2 points). Our patient expressed the aesthetic outcome as good (8 points) (Fig. 3) .
Discussion
TRAM flap inset in presence of obesity is a challenging situation with hazard of both flap loss either partially or completely [6] . Envelope flap necrosis is another bothersome problem that makes the final cosmetic appearance markedly jeopardized [7] . Our concept of interval TRAM flap inset that can be applied for cases with risk of flap loss such as obese females entails creation of vascular and skin delay together with skin sparing mastectomy in the first operation that ends by suturing of the TRAM in situ with closure of the mastectomy skin with a simple tube drain. After 5 to 7 days within the same hospital admission, the patient is re-explored after being sure that the envelope skin is viable and the TRAM flap is well vascularized with transmission of the de-epithelialized flap to the mastectomy bed after division of area four in the usual way. Of course the vascular delay within the same hospital stay was proven to augment the arterial supply and decrease the problem of the venous congestion that occurs after acute ligation of the inferior epigastric system [8] . In this case the presence of abdominal wall desmoid tumor (DT) did not preclude the flap elevation and was not a contraindication of TRAM flap. Wide local excision was possible with flap dependence on the perforators of the other side (it was the ipsilateral side for the tumor).
Conclusion
The presence of abdominal Desmoid tumor is not a contraindication for TRAM flap provided that it can be resected with sparing of perforators on one side of the rectus sheath.
